Blindness or the threat of blindness will inevitably provoke emotional reactions. One should emphasize the frustration which blind patients feel. Kark et al. (1970) found evidence of much emotional disturbance in a sample of blind people. Further, we know that sensory deprivation in otherwise normal people can provoke hallucinations and panic. Such effects after cataract operations, first described by Sichel, are well recognized and have been systematically studied by Linn et al. (1953) . Ziskind et al. (1960) and Birley (1962) studied the effects of bandaging after operation for detached retina.
Vision in elderly psychiatric patients is moderately impaired and not correctable in about 4% (Simon & Tallery 1966) . Hearing impairment occurs twice as often. Disturbances of sight or hearing are three or four times as common in patients with organic brain disease in addition to a psychological disorder, compared with those who only have a psychological illness.
Of conditions which may provoke visual disturbance it is noteworthy that hysteria rarely affects the older age group. Psychological stress may contribute to organic eye disease at the onset of acute closed-angle glaucoma. Cohen & Hajioff (1972) have presented a controlled study of life events prior to the onset of acute closed-angle glaucoma. They have found evidence suggestive of the idea that emotional distress precedes the onset of glaucoma in their patients more often than in a control group.
Hallucinations are the most common visual disturbance related to psychological illnesses. In organic confusional states, schizophrenia, depression or hysteria hallucinations are complex and formed. In schizophrenia they are most often auditory or olfactory and are much less frequently visual. Hallucinations due to lesions of the eye or visual tracts tend to be simple.
Minor psychological causes can be invoked in some ocular disturbances: conjunctivitis, furuncles and styes may occur in people under stress. However, blepharospasm in elderly patients is probably organic in origin and related to basal ganglia/brain amine abnormalities. Three patients seen recently indicate this; one later developed a form of muscular dystonia. These illnesses used to be considered hysterical because Charcot classified them like that, together with choreas, tics, torticollis and dyskinesias. However, psychiatric treatment is ineffective unless drugs causing parkinsonism are used. By contrast L-dopa may provoke some abnormal movements. The patients with blepharospasm are often depressed suggesting that there is a disturbance of metabolism of cerebral amines related both to mood and movement. Certain patients experience profuse hallucinations quite readily. One woman saw other persons sitting in chairs in her room and would put her hand through the images before concluding no one was actually there. Of 3 such patients 2 were elderly women with parkinsonism and the symptoms appeared to be partly related to para-sympathomimetic drugs, but also to partial visual impairment; the third was a subnormal youth with a visual tract lesion. However, profuse hallucinations in normal people were described by Francis Galton (1883), as phantasmagoria or processions of images. The writer has not encountered such profuse hallucinations in patients without some lesion of the visual apparatus being present.
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Management of Cataract
Consultation: If the patient is unaware of his condition the term cataract should be avoided until the time to advise operation. The patient should be advised of optical and medical care and the use of illumination to alleviate his difficulties and be aware of the prognosis for surgery and the implications of aphakic vision after operation.
Examinzation of the eye involves the assessment of the visual needs of the patient, the rate of progress of the disorder and the efficacy of available methods of treatment. Distance and near vision may be unequally affected. Occupational and domestic risks need to be considered: the mental effect of gradually increasing visual loss often receives insufficient attention. The relationship to general health must be remembered. Other ocular disease has to be excluded or, if present, assessed in relation to the prognosis. 6 Treatment: The relief of disability may be achieved by optical, medical or surgical means. Symptoms of incipient cataract can often be minimized by changes in the glasses and by adjusting illumination. In the early stages, mydriatics may be helpful. The disadvantages of aphakic vision may be offset by contact lenses or by intraocular lenses, for which an increasing use is foreseen. Postoperative rehabilitation and adaptation to aphakic vision should be initiated early. Bilateral aphakia is often easier to manage than uniocular. More use should be made of contact lenses, and of secondary insertion of intraocular lenses. Blindness, particularly of sudden onset, is the most frightening and serious sensory deprivafion, which involves the patient and challenges the .doctor who must in turn relate adequately to the patient without being overwhelmed consciously, or more seriously unconsciously, through the nature of his own personality.
Blindness has many definitions and the clinician must be careful to differentiate two distinct forms of visual loss, loss of the field of vision and loss of central vision; the former deprives the patient of his panorama and restricts mobility, the latter deprives him of definition and reading.
In the clinical event, both the art and science of medicine are needed; careful examination, informed diagnosis and treatment utilizing all that medical science can offer are the prerequisite of the art which is the proper human relationship between doctor and patient. Listen to the patient. Give an intelligible (to the patient) explanation of the clinical situation. Be optimistic but where the prognosis is bad the patient should be led to it, and not have it thrown at him. Respect the relatives so far as they relate to the patient's needs. The newly blinded patient needs immense courage and skilled social support, and here the ophthalmologist turns to his medical social worker to initiate action.
Specific
Low visual acuity aids, optical aids for the failing macula, form a tenuous link in passing to consider the pattern of disease causing visual loss in the elderly. Acute visual loss may be caused by acute glaucoma, retinal artery occlusion, isch;mic optic neuritis (simple ischemia, temporal arteritis) or retinal detachment and vitreous hemorrhage. The causes of chronic visual loss include comeal dystrophy, cataract, chronic glaucoma, senile macular degeneration, diabeticretinopathy, retinal vein thrombosis, optic atrophy and hemianopia in 'strokes'.
All the acute causes require urgent expert attention, some require specific treatment. Few of the chronic disorders, because of their degenerative nature, can be alleviated. Cataract is a notable exception and to a less extent glaucoma, whilst some retinal vascular disorders may be helped by photocoagulation. Finally, hysterical amblyopia, even in the elderly, is occasionally the cause of blindness or visual symptoms which are inconsistent with the observed behaviour of the patient who usually has a previous history suggestive of hysteria.
Mrs F M Stagg (Medical Social Worker, Birmingham and Midland Eye Hospital)
Medical Social Work There are 1698 people in the Birmingham area who are registered blind; the number has decreased by 18 in the past six years. Two-thirds are aged 65 or over. Most of them live in their own homes, some assisted by their families, but many live alone, aided by the social services and voluntary welfare organizations.
Elderly people with handicaps have many problems; loneliness is paramount, and declining physical powers make them more dependent on others. They may be overwhelmed by changes such as the introduction of decimal currency or conversion to North Sea gas, and the physical work involved; only strong and independent characters can adjust to such difficulties.
Rehabilitation is needed from the onset of visual difficulties. Delay can be disastrous, and it is essential for each person to come to terms with his visual handicap before rehabilitation can begin. The role of the social worker is to listen whenever the patient is ready to talk, to help the family to adjust to the new situation and keep the patient in his rightful place. At the beginning she should spend a good deal of time with the patient in his own home to assess his ability and needs, and to help him find solutions which may be simple but are usually very effective. It is the techniques of daily living that must be taught; correct training at the beginning is essential
